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4. Resident #13 was admited to the facilify on
March 31, 20086, with dlagnoses of Muscle
Weakness, Diabetes Mellitus, Depressive
Disorder, Esophagitis Reflux, Gongestive Heart
Failure, and Obesity.

Review of resident #13's Resident Assessment
Protocol (RAP) Summary dated December 14,
7009, revealed resident #13 was assessed to
require a scheduled toileting program for bowels.
The quartery Interdisciplinary Care Plan
Conference Meeting dated June 9, 2010,
revealed resident #13 remained on the scheduled
tofleting program for bowets. Further record
review of resident #13's care plan updated June
18, 2010, revealed the resident continued on a

' scheduled toileting program instructing staff ta
 toitet resident #13 before iunch and supper and af
| bedtime,

" An interview conducted on August 12, 2610, at
£3:30 p.m., with CNA #6 revealed residert #13
- was incontinent of bowet at times and at other
 times was aware and wouid ring for assistance.
| CNA #6 revealed the CNA was unaware that
resident #13 was on a2 scheduled toileting
program. CNA #6 recafled that resident #13 had
been on a schaduled toileting program some fime
ago but was sure it hiad been discontinued. CNA
#6 stated she received Updates about resident
care needs through the KIOS system. TNA#G
was sure she received a message some time ago
{unable to remember exact dafe) to discantinue
the seheduled tolleting program for resident #13
Because the resident was nonambuiatory. CNA !
#5 revealed the nurse aide care plan was riot | o
updated with the change in the toileting program. ;
i

An interview conducted on August 12, 2010, with |
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resident #13 revealed the CNAs took him/her to This plan. af correction 1# ..e_yreparia.:f .ami’ &je;ruteaf
th nen the resident requested to go becenise il is required by the provisions of Stale and
| the l:Jat rODM Wi eq ! 8c. Federal Law and not bécause Glasgow Health and
Resident #13 stated a CNA took the resident to Rehubilitation Factitty aprees widh the cilaiions noked
! the bathroom before breakfast but not before on the pages of this Staement of Deficiencies.
“junch. ‘ Glasgow Heaith and Rebabiitation Facility maimain
: i that the ileged deficiencies do not jeopardize the
H R . U healh and sgfely of the residents, nor are they of such
An mtemew_coﬂducted on AUQUSE 12, 2010, at v - chavacter 30 as to Limif our capabifity fo render
£:35 p.m., with the DON revealed the CNAs were | adequate care.
responsible to provide resident care according to L Please occept this Plan of Correction ax the facility's
the nurse side care plan. The DON stated the writien eredible allegation af complience sueh that al
- nurse aide care plans were updated in red ink ‘f”ﬁ"‘?‘*‘f ‘fg‘f"r‘:f“g’" fi’f’f‘;ﬁ.’a”E ; eert or will be
denoting any changes. The DON stated CNAs cortecied by he dates indicatea.
. " . To remain in compliance with all Federal and State
could receive resident care updates via the KIOS regulations, this fucility has taken or will iake the
system but could not recalt any updated care actions sef forth in the following Plan of Correciion.
needs for resident #13.
F 315 | 483.25{d) NO CATHETER, PREVENT UT}, F315; F-3i3
ss=p | RESTORE BLADDER . 1. The toileting plans for residents #11 and#9 were

" review, the facility fajled to ensure incontinent
‘residents received the appropriale freatrnent and
“gervices fo restore as much normal biaader
“funclion as possible for two (2) of twenty (20)
“sampled tesidents. Residents #9 and #11 had

| been assessed to require an individualized

Based on the resident's comprehensiva
assessment, the facility must ensure that a '
resident who enters the facility without an
indwelling catheter is not cathetarized unless the
resident's clinical condition demonstrates that
catheterization was necessary; and.a resident
who Is incontinent of bladder recelves appropriate
treatment and services to prevent urinary tract
infections and io restore as much normal bladder
function as possible.

This REQUIREMERNT is not met as evidenced
by:
Based on observation, interview, and record

reviewed on Seprember 7, 2010 by ADON and any
updates were made as needed. The care plaps and
NACP were reviewed and updated as needed. These
care plans were reviewed with each oncoming shift
X & shifis to ensure communication of the plan 1o the
SRNA.
2. 'The toileting programs for all residents will be
reviewed by ADON by 9/872010 and any changes or
updates will be made. All care plans and NACP will
be updated in red to highlight these changes.
3. Al SRNA’s were re-educated on September 13,
2010 by DON regarding the policy of toileting,
program. All toileting programs are reviewéd
quarterly to evaluate the effectiveness and |
appropriateness of the plan. This will continue,
4. The ADON will audif the NACP and d chre plan
and tolleting program for all residents on a toileting
[

i
i
H

i
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; sarne bladder control.

: resident #9 had been assessed fo experience

| Review of the Resident Assessment Profocols.

: resident neaded to toilet, However, the TNA

toileting prograrm; howaver, there was no

evidence the residents were toileted based on the |

resident's assessed individual needs
The findings include:

1. Medical record review for resident #9 revealed
that the resident was admitied to the facility in
Aprit 2007 with diagnoses that included
Cerebrovascular Accident, Hemiplegia, and
Anixiety State. Review of the comprehensive
assessment dated March 31, 2010, revealed that

daily incontinenee episodes while demonstrating

(RAPs) for urinary incontinence revealed that
rasident #3 was frequently incontinent, was on a
schaduled toilleting program, and would continue
with this program. The Nursing Care Plan
updated Juns 30, 2010, stated the resident was
on a scheduled toileting program: {uilet after
funch, before and after supper, at bedtime, and at
least ane throughout the night. The Nurse Aide |
Care Plan (no date) revealed "scheduled toileting” :
for resident #9. :

Interviews conducted on August 11, 2010, atl 3:40
p.im., with Certified Nursing Assistant (CNA) #3
revesied that the CNA was not familiar with the
scheduled foilefing program. The CNA stated
that he took almost everyone to the foilet or
changed wot briefs every two hours, and waited
for resident #53 to call for assistance for toilsting.
CHA #3 further stated he believed resident #2
was awars of the need o toilet. The CNA staled
ne did encourage resident #9 to ring out when the

This plem of correction is prepared and execiied
hecause il is required by the provisions of Stase and
Federal Law and not because Glasgow Health and

Rehabilitation Facility agrees with the citations nofed

on the pages of this Sratement of Deficiencies,
Glasgow Meaith and Rehabilitation Facilily moatniair
thar the alleged deficiencies do nof jeopurdize the
health and sajen: of the residents, nor are they of suc
character so as 16 mif our copability Io render
adegquale care.

Please accept this Plan of Corvection as the facilin's
written credible allegation of compliane such that a
alleged deficiencies cited have beew or will be
correcied by the dates indicaied. ‘

To remain in complionee with all Federal and Siale
reguletions, this facilite has wken or will loke the
actions set forth in the following Plan of Correction.

4

program maonthly X3 months then guarter}
that a program is being followed. Her audi

presented to the facility Quality Assurance;

committee for review.
5. Date of Completion:

v 1O ensure
s will be

9/13/2010
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: stated he was unaware of a scheduled toileting

| program for resident #9, The CNA stated he had

: been assigned to care for resident #9 for
approximately the past three weeks and had not
provided a toileting program for resident #S.

Additional interview conducted with the Director of
Nursing (DON) on August 12, 2010, at 6:30 p.m.,
revealed the DON was responsible for resident
assessments and the DON stated resident

#0 was assessed and care planned for a foileting
program.

2. Resident #11 was observed on August 12,
2010, at 11:50 a.m,, sitling in @ wheelchair. The
resident stated hefshe was not always aware of
the need to void and used briefs for incontinence
management. The resident stated somelimes the
resident was able fo call staff to assist with bsing
the bathroom faciiities. :

A review of the admission camprehensive
assessment completed on May 4, 2010, revealed
resident #11 was assessed o reguire extensive
assistance with transfers and folleting and to be
frequently incontinent of bowel/bladder.

A review of the bladder assessment conducted
on April 22, 2010, revealed resident #11 was
assessed 1o have urge/functional incontinence,
and a three-day elimination pattern was to be i
monitored to assess the resident for a scheduled |
toileting program. A review of the results ofthe |
three-day pattern revealed resident #11 was
secasionally incontinent with some patlern of
elimination noted, The resident was placed on a
scheduled toileting program on Aprii 28, 2010,
and was to be tolleted upon arising, before/afler
meals, and at bedtime.

F 315
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; usually incontinent during these rounds.
! A review of the Bowel/Bladder detail reporf dated |

. documentation that resident #11 had been
' toileted par staff only five times in July 2010 (July |

12010, at 12:23 p.m., July 21, 2010, at 816 p.mi,
_and July 23, 2010, at 9:1¢ p.m ). During August
| 2010 staff documented resident #11 was toileted
i four times (August 1, 2010, at 3:02 p.im., August

Interviews conducied with CHAs #3 and #4 on
August 12,2010, at 2.30 p.m., @nd at 2:45 p.m,,
revealed the CNAs were not aware resident #11
was to be on a scheduled toileting program. The
CNAs stated the incontinence rounds were
eonducted every two hours and residen{ #11 was

July 14, 2010 through August 12, 2010, revealed |

18, 2040, at 222 p.m. and 9:46 p.m., July 19,

g, 2010, at 7:35 p.m., August 11,2010, at 9:03
p.m., and August 12, 2010, at 1317 a.m.}.

An interview conductad with RN #4 on August 12,
2010, at 5:20 p.mn., revealed the RN menitored
the CNAs during incontinence rounds and
rerminded the CNAs of residents whao had been:
gssessed to regquire a tolieting program.

A review of the facility’s policy regarding
Bowel/Bladder {dated January 1, 2009) revealed
residents who had been assessed with bladder
incontinence weuld be evaluated for appropriate
services to restore or maintain as much normal
function as possibie. The palicy further noted
interventions would be implamenied fo achieve
the highest practical level of continence for the
residents.

An interview sonducted with the Director of
Nurses {DONY o August 12, 2010, at 830 p.m,
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: In accordance with State and Federal laws, the
: facility must store aft drugs and biologicale in
iocked compartments under proper temperature

The facility must empioy or obfain the services of
a licensed pharmacist whe establishes a system
of records of recaipt and disposition of ail
controlled drugs in sufficient detail to enable an

records are in order and that an account of all
controlled drugs is maintained and periodically
reconciled. :

Drugs and biologicals used in the facility must be
lzbeled in accordance with currently accepted
professional principles, and include the
appropriate accessory and cautianary
instructions, and the expiration date when -
applicable,

controls, and permit only authorized persennel to
have access to the keys,

The faciity must provide separately iocked,
permanently affixed compartments for storage of
rontrofisd drugs fisted in Schedule il of the
Comprehensive Drug Abuse Prevention ard

- Control Act of 1876 and other drugs subject to

| abuse, except when the faciiity uses single it
package drug distribution systems in which the

accurate reconciliation; and determinas that drug .
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' revealed the CNAs ware responsible to provide This plemt of correction is prepared and execnied
the toillefing sche dule which hiad been dav eloped * heeause i is required by ihe provisions of State and
{ of the bladd ntoaite Federal Law and roi beconse Glusgow Health and
as aresui o e, a E_*_f B55ES55Ine pg m. Behabilitation Facility agrees with (he oifations noted
The DON stated in-services related to tofieting on the pages of this Siatement of Deficiencies,
had been provided for the CNAs and the DON (Tlasgow Health and Rebabiliation Focility mabniaing
| was not aware the CNAs were not providing the that the alleged deficiencies de not jéopardize the
i toileting program for resident #11 i healif and safery of the residents, nor are they of suc
H . : : haracier 5o as to limif our vapability to rexder
F 431/ 483.50(b), (d). (e) DRUG RECORDS, F 431 Z;ZZZZ,J o an o Hiput o capa 1y to renger
$s=D | LABEL/STORE DRUGS & BIOLOGICALS Piease accept this Plan of Correction as the factlity’s

writter credibie allegation qf compliance such thai aff
afleged deficiencies clied have been or will be i
correcied by the dates indicared, o
To remain in compliance with all Federal and State ;
regulations, this facility bas wken or will take the
actions set forth in the following Plan of Correction '

F-431
1. The Assure 4 sotution and Assure Glucgse Test
strips were taken out of use and destroyed on August
12, 201¢. The Director of Plant Operationsjwas
notified and the air conditioning was fixed jo bring
the medication roem within compliance onjAugust
12, 2010. The thermometer in the room was repiaced
on 8-12-10.
2. All other facility medicine storage rooms were
checked on 8-12-10 by Director of Plant Operations
and no other problems with elevated tempegature
were noted.
1. A temnperature log was placed iz each of the
medicine storage rooms on $-13-10 to record the
daily temperature. This is to be recorded daily by the
station charge nurse. Any temperatures outside of
acceptable range are to be addressed immediately.

4. The temparature logs will be monitored weekly
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F 431 | Continued From page 32 F 431
| quantity stored is minirmal and a missing dose can This plar of correction is prepared and execated
be readily detected. ' becnise if s vequired by the provisions of State and
Federal Law and not because Glasgaw Health and
Rehabilination Faciline agrees with the citarions noted | !
on the pages af this Statement af Deficiencies :
o . ) Glasgow Health and Rehabilitation Facility maintains
his REQUIREMENT is not et as evidenced that the alleged deficiencies do ot jeopardise the
b\f health and safety of the residents, nor ave they of suck
Based on observation, interview, and record ﬁﬁ"”’“"’ 50 as o limil our capability 1o render
ideguate care.
review, the facility failed to ensure biologicals Please accep this Plan of Correction as the faciiity s
were stored safely and _ai the appropriate ) writien credible allegation of compliance such that all
temperatures. Test strips and control solution alleged deficiencies cifed have been or will be
used for the Glucometer machines were corrected by ihe dates indicared.
obsarved o be stored in the medication room on }[ e {f‘?’:ff’l";”ﬂi with il Federal and Staze
. : ! reguiations, Bus facility has waken or will take the
the Willow Brook Hall at improper temperatures. acions set forth s the following Plan of Crmetion
|
ings include: " el )
The findings include’ X4 weeks then monthly by Director of Plant
. ) L Operations, Any T
Observation of the Willow Brook Hall Medication WSI i C})thﬁbl;mi -n(.}t addressed. when found
Storage Room on August 12, 2018, at 5:00 p.m., action 1e facility QA committee ffor
revealad the thermometer on the wall of the : 5 Date F Completion: k
medication room indicated the room temperature | °- ate of Lompietion: 9172010,
was 90 degrees Fahrenheil,
Further observation of the medication room
revealed one boltle of Assure 4 solution (used to
check the controls on the Glucometer machineg)
was stored in a plastic container in the medication
room. According to the label, the controt soiution
was 1o be stored between 59 and 86 degrees
Fahrenheit. ln addition, 10 boxes of Assure 4 ‘
wcose Test Strips were stored in a plastic |
container in the medication room. The box label
indicated the test strips were t0 be storad i
between 40 znd 86 dagrees Fahrenhait,
i
An irtenview conducied with Certified Medication ;
Technician (CMT) #2 on August 12, 2010, at 505
{ p.m., revealed the faciiity did not routinely monitor
‘the temperature of the medication room. The ‘
Evprt i GEDE 1 Fagiftry 113 100044 I consinuaion shest Page 33 of 44
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F 431 Continued From page 33 F 431 s sl of . .
: o Ly [’1 wrn of correction is prepared ahad EXeCTie
CIMT stated the room temperature zgtg been becuuse it is raquived fy the provistons of Siate and
efevated a couple of weeks ago and the _ Federal Law and not becouse Glazgow Health and
maintenance staff had corrected the temperature. Rehabiiikdion Facility ogrees with the cirations nofed
The CMT stated the room temperatures had not on the pages of this Siztement of Deficiencies.
been monitored to ensure the temperatures were Glasgow Health and Rehabilitation Facility mainiaing
Fiat ) thai the alleged deficiencies do mot jeopardize the
appropna‘e, heaith and safery of the residents, nor are they of such
ducted with the Maintenance character so as to limil our capability fo render
An interview conducted wi e Main nce adaquate care,
Supervisor (MS) on August 12, 2010, at 510 Please accept this Plan of Correction as the faciliny's
p.m., revealed the medication room had been writion credible aliegation. of complr‘anmfuch that al
identified to be too warm approximately two "/j"?_g)eff{‘?f,c_'im’f‘jf'"."‘Jj}f’a"e;g“” or will e
weeks age. The MS stated a problern related to Gurreciec O ihe dates indicated. .
A - N ™ A To remein in complionce with all Federal and State
a ductin the atiic of the facility had_been ‘ reguiarions, this fucilin ks token or will take the
corrected, The MS stated medication room actions set forth in the following Plan of Correcrion.
temperatures were not routinely mont fored and no
temperatures had been monitored after the F-d4]
problem had been identified two weeks eartier to 1. Tub was cleaned on §-13-10 by SRNA.
ensure appropriate temperatures were 2, ANl staff were in serviced on the use of glpves as
! maintained. soon as we were notified of the alleged nond
: .y . compliance. The DON & ADON observed staff on
A review of the facility's PGL‘CW pm";cizzie related all 3 shifts perform g-tube feedings. accuchdcks,
to med;catlon/bmlogtcalf Z%‘r\i%?c(af%nq requiring wound care and skin assessments each day for 3 days
Septembffr Zogsgeﬁve?ﬁurés are kept at 9 and corrected any non compliance prior to resident
storage i l:s?ir: a‘c:cgradance with fhe contact to ensure no other resident was affected. The
tme;nan:ef;ac;Jrrer's specifications tub Is to be cleaned daily by housekeeping,
F 441 | 483 65 INFECTION CONTRéL SREVENT F 444] 3. A skiils checklist that inciudes hand washing,
SP?EAD LINENS ' wound dressing, and g-tube feedings, accuchecks
S8=F ' will be used to ensure education on the use df gloves
The faciiity must establish and maintain an in standard precautions. All nurses will be checked
Infection Controt Program designed fe provide a = offby 9-14-10 and thgn anpually. This checklist will
safe, sanitary and comfortable environment and ‘ bc utilized ff)r or:qcnta‘tloln o.‘f' ail ne».v]y.hiredl Iurses.
to heip prevent the development and transmission . Representative of TechCo (e-tub distributor)|is
of dizsease and infection, i scheduled on 9/7/10 1o in-service alf staff onwhen
| and how o clean centery b,
{a} nfection Control Program
| The facility must establish an infeciion Control |
Program under which if -
i (1) investigates, controls, and prevents nfacﬁons | ;
: Event ID: 550014 Pacﬁt‘s:y 0 L0 4 #f confinuation sheel Page 34 of 44
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! DEFICIENCY)
{
¥ 441 | Continued From prge 34 F 441
in the faciiity; This plan of corveciion is prepared and execwted
(2} Decides what pFOCEdUFESY such as isolation, I'F‘S?C‘mi,&’{;' it is reguired by the pr?vi.s“(cans of Staie and
should be applied to an individual resident; and i iﬂfiixﬁ; :aarl:z f";ﬁf ffﬁ{f[!ec;mse Q;?’;s'g’fw Health and
\ . . . I el i Faciling ggrees with the cifations noted
{3) kMamtams 3 re;ord C.:f' incidents and corrective ] on the pages of thix Statemert of Deficiencies
actions related to infections. 3 Glasgow Healih and Rehabilitation Facility meintming
i that the alleged deficiencies do not jeopardize the
{b} Preventing Spread of Infection i heelth and safety of 1he residents, nor are they of sweh
1) When the Infection Controf Program Ziz:icrer 50 as 1o lmit our capability {0 render
determines that a resident needs isolation to Pt‘egs':;cczg?rhiv Plam aof Correction as the facilite
H : - : OGS 3 - i 4 . &4 e TaCiIe S
?revent the sp_read of infection, the facmty must writren credible allegation of compliunce such that al
isolate the resident. : afleged deficiencies cited have been o will be
(2} The facility must prohibit employees with a : (i:’)r!‘ec!fd by the dates indicated,
communicable disease or infected skin lesions | ‘o "ﬂ;”f(f“‘” in complianee with aif Federal and Siale
fram direct contact with residents or thelr food, if ;ﬁjﬁ’fﬁgﬁff‘;ﬁh,?‘ }:‘,’;‘"";?’ ‘“ﬂ:’f’ke the
. . . " i 7 F FOHGWIRG 2 of Lo [
direct contact will transmit the disease. ' Jollawing Plan of Correction
| (3) The facility must require staff to wash their . L
N - . . Lt 4, The Dire ; ck
hands after each direct resident contact for which d’xiix? N ;eﬂir ?}f Housei;eep ing wilf check Lhe’;L ub
N P . ! E /i ¥ tf J ¥
_hand washing is indicated by accepted 3 ally X2 weeks then Weekly 10 ensure the cleaning is
 professional practice. “being z?one as assigned. DON will audit thelskills
3 checklist of all new employees monthly X3}months
(¢} Linens then quarterly to ensure the appropriate edutation
Parsonnel must handie, store, process and { took place and will review all current nurses on 9-14-
transport linens so as to prevent the spread of 10 to ensure all current nurses have been educated.
infection. The checklist will be part of the employee file.
- Audits done quarierly to ensure continued
compliance. These audits are reviewed no ldss than
| guarterly by the facility QA committee.
This REQUIREMENT is not met as evidenced 5. Date of Completion 9f17/2010.
by:
Based on observation and review of facility policy,
it was determined the facility failed to maintain an
effective infection cantrol program. Observation )
of medication administration on August 11, 2010, )
revealed staff failed to wear gloves during
administration of medications via a gastrostomy
tube (g-tube) and while performing accuchecks.
The staff failed to wash hands after removing
! gloves during wound care and failed to change
| gloves during 8 skin zssessment  Additionally,
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F 441

' The findings include:

14, Observaticn on August 11, 2010, during

without wearing gloves.

Linterview on August 11, 2010, at 11:00 a.m., with

{ recommend that wearing gloves was indicated for
[ any known or anticipated contact with bleod, body
- fiuids, tissue, mucous membrans, and nonintact

hands after removing the solled gloves.

Interview on August 11, 2010, at 10145 am., with

Continued From page 35

the whiripoo! tub on the Ozklawn Unit was
ohserved o be soiled and was not cleaned after
resident use.

maming medication pass revealed LPN #1
prepared eight medications for administration per
g-tube to resident #2. LPN #1 exposed resident
#2's abdomen, turnad off the g-tube feeding
pump, disconnected the g-tube feeding, and
administered the medications via the g-tube

LPN #1 revealed the LPN failed to wear gloves |
during resident #2's g-tube medication
administration and stated gloves should be wom
during resident contact.

Review of the facility's policy from Lippincott,
2001, page 759, revealed standard precautions

skin.

2. Observation on August 11, 2010, at 10:20
a.m., revealed RN #1 provided wound care to
resident #3. RN #1 removed a sciled dressing
from resident #3's right foot. RN #1 removed
gloves after removing the soiled dressing and
donned a second pair of gioves but failed to wash

RN #1 reveated the RN was not knowledgesabie of J
the racommendation that hands should be
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wasked between glove changes. RN #1 stated
the RN was aware the facility refers 1o the
Lippincott as a policy/procedure manual but was

not aware it directed staff to wash hands after
remr%zving gloves, -

Revfzew of the facility's policy from Lippincott,
2001, page 378, revealed hands should atways
be washed after removing gloves.

on the Willow Brook Wing reveaied LPN #2
perfﬁrmed an accucheck for resident #18;
howaver, LPN #2 failed 1o wear gloves.

An intefview conducted on August 11, 2010, at
1:40 p.m., with LPN #2 revealed the LPN should
have worn gloves when accuchecks were

gloves when perfofming accuchecks for the
protection of herseif and the residents. LPN#2Z
stated the LPN was just in a huy because the
resigent thought her blood sugar was low.

4 During observation of a skin assessment on

# 1 donned gloves to perform the skin
assessment. RN #1 removed a soiled
fransparent dressing from & plistered area. RN

contact with resident #5's reddened peritoneal
area. RN #1 adjusted the resident’s privacy
curtain wifh the soiled gloves and opened the
drawer of resident #5's bedside table. RN #1

drawer and applied the orotective ointment o
resident #5's peritoneal area with the same
gloves. RN #1 opened the bedside table drawer
| again with sofled gloved hands and ohiained an

L

3. d*bservation on August 11, 2010, at .30 p.m,,

performed. LPN #2 stated the LPN knew to wear

resident #5 on August 11, 2010, at 2:45 p.m., RN

#1 continued with the skin assessment and diract

removed a profective ointment from the rasident's

eI | SUMMARY STATEMENT OF DEFICIENGIES ) FROVIDER'S PLAN OF CORRECTION %5}
PREFIX [EACH DEFICIENGY #UST BE FRECFDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
Tas HEGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSE-REFERENCED TO THE APFROPRIATE DATE
i DEFICIENCY!
F 441 Con{:inued From page-36 F 441

}
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F 441

: revealed the RN shouid have changed solled

{ 5. During several observations on August 10,

whirlpool tub when used for the residents.

© An irterview conducted on August 12, 2010, at

| 2010, The tub was cleaned with CDC wipes
‘hefore and afier resident use. CNA #8 stated she

1 345 pm, with PN #1 revesled the CNA is
. responsibie for cleaning the residents’ whitlpoc

| the "tub is very diry." LPN #1 stated, "itis my

Continued From page 37
incontinence brief.

An inferview with RN #1 on August 11, 2010,

gloves prior to louching the resident again or
anything in the resident's room. RN #1 stated the
RN knew to change gloves but just got pervous
and forgot.

2010, at 1:05 p.m., August 11, 2010, at4:45 pm.,
and August 12, 2010, at 2:50 p.m., the residents’
shower room whirlpoed tub was observed soiled
with soap scum rings around the sides of the tub.

An interview conducted on August 10, 2010, at
3:40 p.m., with Housekeeping Supervisor
revealed the housekeeping staff was not
responsible for cleaning the residents' whirlpool
b, The CNAs were responsible for cleaning the !

2:50 p.ro., with CNA #8 revealed the CNA is
responsible for cleaning the residents' whirlpool
tub before and after every resident use. CNA#6
stated she last used the whirlpool tub on July 31, |

cleaned tha tub afier resident use. CRAES
stated the tub was "very dirty”

An interview conducted on August 12, 2010, at

b before and after resident use. LPN#1 stated

responsibility to monitor residents’ care.”

F 441
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E ENVIRON

The facility must provide & safe, functional,
sanitary, and comfortable environment for
residents, staff and the public.

This REQUIREMENT is not met as evidenced
by;

Based on cbservation and interview, it was
| determined the facility failed to provide 2 safe,

functionat, sanitary, and comfortable environment
for residents, staff, and the public. The drywall
was forn/chipped/stained in resident rooms and
showers. Resident shower tile was stained and
discolored. The Oak Lawn Wing carpel was
soiled and stained after repsated cieaning.
Ceiling fight fixtures and attic space entrances
were dusty and dirty.

The findings include:

' Observation of the facility during the

. environmental tour on August 10-12, 2010,

| revealed the following iterns were in need of
| maintenance/repaircieaning:

|

-Drywail and molding was torn and Ioose from the

1

LA .
GLASGO GLASGOW, KY 42141
X4y 1D SUMMARY STATEMENT OF DEFICIERGIES e PROVIDER'S PLAN OF CORRECTION oy
PREFX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH DORRECTIVE ACTION SHOULD BE COMPLETION
TACG REGULATORY UR LEC IDENTIFYING INFCRMATION] TAG CROSS-REFERENCED TO THE APFROPRIATE TE
! NEFICIENCY)
F 441 | Continued From page 38 CF44d
' An interview conducted on August 12, 2010, at ?"f plen of correciiun is prepared and execuind |
N R . eewise i is required By ihe provisiont of Staie and
6:35 p.m, with the. Director Of Nursing (DQN) Federal Law ond nor becauye Glasgow Health and
revealed the CNA is responsible for cleaning the Rehabiliration Facilky agrees with the citations noked
residents’ whirlpool tub before and after each on the puges of this Statement of Deficiencies.
resident use. The DON stated the facility does Glasgew Health and Rehabiiitation Facility mainicins
not have a policy in place for cleaning the that the alleged deficiencies do not jeopardize the
idents' whitipool tub. The DON added the health ared safety of ihe residenis. wor are they of such
resf - erf i whirpo ‘ = = . character so @ to Yimit our capability jo render
facility is in the process of hiring an Infection adequate care.
Conirol Nurse, ' Please accept this Plan of Corvection as the faciling's
F 465 | 4B3.70(h) i F 465 written credible allegation of compliomce swch thar all
SS-E | SAFE/FUNCTIONALISANITARY/COMFORTABL | alleged deficiencies clied have been or will be

corrected by the dates indicated.

T remuin in complitnee with all Federal and Siore
regulations, this faciling has waken or will loke the |
aetions sef Jorth in the following Plan q]’“Cor'recIic:rft

F— 463
1: The drywall will be cut out and replaced and
painted and new covebase will be applied by
4/20/2010; re-grouted, repaired and cleaned tile in
Willowbrook and Oaklawn shower rooms 871072010,
Whirlpeol tub cleaned and sanitized 8/12£2010; Tile
replaced in Willowbraok shower room 8/30/2010;
Chest of drawers in rm.#137 was removed 8/10/2010;
Broken floor tile near exit door of Willobyook hall
replaced 8/30/2010; Drywall behind the hgad of the
bed in rm.#4 repaired 8/1172010; Drywalljabove air
conditioner in ro.#15 to be repaired by 9/23/2010;
Black debris in ceiling iight fixtures on Willowbrook
and Qalktawn halls cleaned 8/16/2010 and|8/19/2010;
Black smears on attic openings on Willowbrook and
Oaklawn halls primed and painted 8/28/2 110; Ceiling
vents on Willowbrook and Qaklawn halis were
cleaned &/1172010: Corner strips for Willowbraok
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" wall near the foor in room 112,

: Wing and Oak Lawn Wing had black stains on

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES i iD PROVIDER'S PLAN OF CORRECTION e
PRESX (EACH DEFICIERCY MUST BE PRECEDED BY FULL i PREFIX (EACH CORRECTIVE ACTION SHOULD 8E COMPLETION
TAG REGULATORY OR [SC IBERTIFYING INFORMATION) ! TAG CRASS-REFERENCED TO THE APPROPRIATE DATE
1 DEFICIENCY)
i i H
F 465 i Continued From page 38 F 4B5

-Resident shower rcoms on the Willow Brook

tiles and grout, and the grout was loose and
peeling,
.The resident whirlpool tub located in the Oak I
Lawn Wing shower room was dirty with soap
scum rings around tub sides,

Tile was missing from the shower floor on the
Willow Brook Wing,

The chest of drawers had a corner chipped and
splintered in room 137, :
-Floor tite was broken near the exit door of the
Willow Brook haltway,

-Drywall behind the head of the bed was cracked
and peeling in resident room 4 and above the air
conditioner unit in resident room 15,

Ceiling hight fixtures (11) located on the Willow
Brook and Oak Lawn hallways (6) were cbserved
with hlack debris in fidures,

| -Atiic openings in the ceilings located on the

| Willow Brock and Dak Lawn hallways were

{ observed with black smears,

: .Ceiling attic vents iocated on the Willow Broak
and Oak Lawn halfways were dusty,

-The entrance door to the resident shower rgom

| on the Willow Brook Wing was chipped and

| splintered,

| -The fire door located on the Willow Brook Wing

. had chipped and splintered wood,

. -The Oak Lawn hallway carpetf was stained and
~worn, '

i -Ceiling paint was observed to be chipped and

. stained above the nurses' desk on the Oak Lawn
- Wing, and

| -Exposed auxiliary drain pipe and control Knobs

| were extending from the celling to the floor in
| resident room 16 with dirett contact to the i
: resident's bed.

This plan of correction is prepared and execuied
because it is required by the provisions of Siale and
Federal Lo and not because Glasgors Heodth and
Rehabiliation FacHily agrees with the cikaifons not o
on the pages af this Statement of Deficiencies. :
Cilasgow Mealih and Rehalilitation Facilin mainians
that the alleged deficiencies do roi jeapardize the :
heaith and safety of the residents, nov are they of sug
character so as 1o fmit our capability W render
acdegnate core. .

Please accept this Plan of Correction as the facility
writzen credibie allegation af compliance such that 4l
alieged deficiencies ciied have been or will be
corrected by the dates indicated.

To remain in complianee with all Federal and Staie
regulations, this facility has faken or will 1ake fhe
actions set forth in the following Plan of Correciion

&
=

shower room door were ordered 8/30/2010 and to be
completed 4/2072010; The carpet on Oakiawn hall
was professionally cleaned 8/23/2010; Cejling above
Oaklawn Nursing desk was repaired and tepainted
8/147201G; Cabinet to enclose the expoesed drain pipe
in rm.#16 was constructed and put in plag
73172010, ‘
7. A facility Environmental audit will be ¢completed
by the Director of Environmental Serviceg and
Housekeeping staff by 9/15/2010 to identify other
areas within the facility in need of repairs
3. The Shower Toom cleaning schedule was revised
8/10/2010 , A Carpet cleaning log book was
developed 8/11/2010 and all Housekeeping and
Laundry staff will be re-trained by 9/15/2010. An
Environmental checklist, to include areas pited during
the survey, is being developed to monitor the facility
for needed repairs. In-service Housekeeping and
Laundry staff by 6/15/2010,
4 Housekeeping staff will contihue 1 check all

T
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F 485 | Continued From page 40 F 465
: This plan of correction is prepared and execured
" . . hecanse if is reguired by the provisions of Siate ard

[”teme,w on August 12, _2010* at 4:40 p.m., with | Federal Law and not becanise Glasgow Health and

thelMamtenance Supervisor (MS) revea;eq the Rehabilitation Facility agrees swith the cilations no@d

Maintenance Department conducted morming o the pages of this Statement of Deflciencies.

d any items in need of Glasgow Medlth and Rehabilitarion Facility muiniaits

rounds every day to defect any g

repair. The MS stated it was the respansibility of ! thet the aileged deficiencies do not jeopardize the

, " i ezl ; : of the residents. v thov of
ail staff to report any items in need of repair. The ¢ et anid safety of the residenis. nor are they of suh
: characker so as (o limit our capability to render

MS stated the blank work orders ware kept near adequaie care.

the nurses’ desks on each haltway as well as Please accept this Plan of Correciion as the facility s

putside his office door so they were sasily veritien credible alfegation of compliance such that 4il

accessibie to all employees. The MS stated alleged deficiencies cited have been or will be

iterns identified had not been reported and corvected by ihe laes idicaed I

A . . To remain in compliance witk all Federal and Sine §
apparenﬁy had been missed F)f‘t the daty FOUHdS,_ regulations, this facility has wken or will lake Fhe

however, the MS stated repairs had b:;en n'éage i actions set_forth in the Jollowing Plan of Correction.

the resident shower room to remove stained tile

and grout. In addition, the MS stated exposed facility areas daily and repott all concernsito the

drain pipe and control knobs in room 16 wouid be Director of Environmental Services and of the

addressed and anything that couid cause injury to Maintenance Director of repairs. Housekeéping staff
the residents would be a priorify. will audit the facthity utilizing the Environpental
Checklist weekly X 4, then Monthly X 3 until
j 0, at 440 . S ’ ;
Lnﬁrvﬁ&c;gdﬁgidesgeg?; §u1££i2;r |{Ht8) substantial compliance is noted, and report ali areas
revealed the housekeeping staff was responsible g] nee d Uf rzps;f.ii the D'fsztor IOf E:.ngmmfmgi :
i for cleaning of the facility. The HS stated resident ezv]abff’é" an hl‘ am T.nzjn;c ee Or'c n u.;ES, obe
| showers are cleaned dafly per housekeeping staff repe g’_] rt? : ? Quality Assurance Commigice

as well as in between resident use per Certified quar terly for review. -

Nurse Assistant (CNA). The HS further revealed 5. Completion date: 9/20/2010.

the Oak Lawn Wing carpet is cleaned daily and ‘

as needed: however, the stains on the carpet

could not be removad with the daily cleaning. F - 320 .

F 520 | 483.75{0)(1) QAA F 520 t. The facility cannot fix the alleged past non-
as=F | COMMITTEE-MEMBERS/MEET compliance. .

QUARTERLY/PLANS 2. The DON has audited all current MDSs jand
compared o the Care Plan to determine the extent of
the problem with the accuracy of the MDS

A faciiity roust maintain g quality assessment and

assurance compnitiee cansisting of the director of |

nursing services, 2 physician designated by the

facility; and at least 3 other members of the

ECRRM ChM5- 2SETIREG8) Previous Versions Obsalede Evant 1D GE0G11 Faclity i3 100014 - If continuation shaed Page 41 of 44
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committee meetls al least quarterly to identify
issues with respect to which quaiity assessment
and assurance activities are necessary; and ;
develcps and implements appropriate ptans of
action to correct identified quaiity deficiencies.

A State or the Secretary may not require
diseiosure of the records of such commitiee _
except insofar as such disclosure is related to the
compliance of such committee with the
requiremants of this section.

Good faith atlempts by the committee to identfy !
and correct quality deficiencies will not be used as:
a basis for sanctions.

This REQUIREMENT is not met as evidenced
by:

Bised on interview and record review, it was
determined the facility failed to have an effective
Quality Assuranice (QA} committee structured fo |
identify guality concemns and develop action plans |
io comect the concerns identified. The QA
committee failed to develop a plan of action to
identify the accuracy of resident assessments and
plans of care when the Minimumn fiata Set (MDS)
Coordinator was terminated on June 3, 2010, and
resident assessments ware identified with
inconsistencies (refer to F278, FZ74, and F282).

Tha findings includa:
irterview on August 12, 2010, a1 7:60 p.mi, with

the Administrator reveaied the QA committes met
gquarierly. The Administrator provided a Payroll

The quality assessment and assurance .

STATEMENT OF DEFICIENCIES %1y PROVIDEFR/SUPFLIERICLIA (X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: COMPLETED
A BULDING
B WING
] L 185340 He - 08/12/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CIFY, BTATE, ZiP CUDE
. - T N CENTER 220 WESTWDOD ST,
GLASGOW HEALTH & REHABILITATIO E GLASGOW, KY 42141
e | SUMMARY STATEMENT OF DEFICIENCIES % PROVIDER'S PLAN OF CORRECTION v
igééflg( (EAGH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX [EAGH SORRECTIVE ACTION SHOULD BE  SOMPLETON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG £ROSS-REFERENCED TO THE APPROPRIATE
DEFICIENGY)
i
F 520 Continued From page 41 F 520
facility's staff This plan of correciion is preparad and executed

Because i iy required by the provisions of State ang
Federbl Law ard not because Glasgow Health and.
Rehakilitarion Facility agrees with the citalions noled
on the poges aof this Strement of Deficiencies.
Glesgow Health and Rebabiiitation Facility mainie
that the alleged deficiencies do noi jeopardize the |
healih and safety of the residenis, nor are they of wich
characier o as ho lmil g capakbility to render
adequate cure.

Please accept this Plan of Correction as the factling's
writien credible allegation of compliance such that all
allegred deficiencies cited have beew or will be
correcled by the dates indicared '

To remain in complianee with «ll Federal and Skie
; regularions, this facility has faken or will take the

; actions ser forth in the following Plan of Correction

s

assessments and fo ensure all care plans are accurate.
This was completed. The results of the audit will be
presented to the facility QA committee fof review,
3. The facility staff wil] be re-educated o the QA
process 1o include a review of the facility policy on
941742010 by facility Administrator and IJON.

4, The facifity QA committee has Tormed g clinical
sub-committee whose members include tie faciltify
PON, MDS coordinator, and corporate cansultant o
complete a review of the facility MDS scliedute and
assessments, care plans, NA care plans and the MDS
assessment function to determine if there gre areas
that need further review and analvsis. Thig sub-
commitiee is ta report to the facility QA chmmitiee
not later than 9/20/2010 with it's findings and
recemmendations. The facility QA commitiee will

FORM CMS.Z557(02-8¢) Pravious Versions Otsote Event [ GEEGTT
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AHRD PLAN OF CORRECTION IDENTIFIGATION NUMBER COMPLETED
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B WING
185340 b 08/12/2010
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audits of all resident medical records to ensura
accurate assessments had been performed by
the terminated MDS Coordinator.

The Administrator stated the last QA meeting was
conducted an July 23, 2010, however, the !
Administrator and DON failed to inform the QA :
| Committee of the identified problems with
. resident assessments and care plans.

Interview on August 12, 2040, at 8:00 p.m., with
 the DON revealed the DON assumed the MDS

- assessmenbcare plan responsibilities when the

i MDS Couordinator was terminated. The DON

- stated only a faw audits were completed because
| the DON had to focus mainly on compieting the

| assessments/care plans that were due gach

| week. The DON stated during tne process of

' completing the assessments that were due the

. DON would do a comparison fo the previous

(Ray i E SURMMARY STATEMENT OF DEFICIENCIES 1y PROVIDER'S PLAK OF SORRECTION XS}
PREFIX ] (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFDX (EACH CORRECTIVE ALCTION SHOULD BE COMPLET
TAG | REGULATORY OR LSC IDERTIFYING INFORMATION] TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
i DEFICIENCY]
F 520 Continued From page 42 . F 5201 ¥
; Asscciate form which revealed the MDS ; This plan of correciion f5 prepered and executed
| Goordinator was terminated on June 3, 20440, ?iﬁ;;ii‘! fo is Zﬁ:ﬁf ;’v the pfg;‘imms ?5' Sf;:}rr aﬁi :
i - B . i heqeral Law f GECTFUSE (J‘ng)ﬂ' e lir tih
: related to violation of company pohcy‘apd Rehabilitacion Facility agrees with the citations nolfed
i breached code of conduct. The Administrator ok the pages of this Staremeny of Deficienties.
stated there were concems with the MDS (iiasgow Health and Rehabiliion Faciliy mainiaing
Coordinatars work performance, tardiness, and that the alleged deficiencies o ot jecpardize the
relationship with COWDTKErS, kealih ({rﬂd sufely q{f' .!h? restdents, nor are they of swch
characier 3o as (o mit our capability io render
. L adequate care.
The Admmgtratﬁr rEVea!Ed after {3rm”f‘atmg the Please accep! this Plan of Correction as the facilitg’s
MDS Coordinator, the Director of Nursing {DON} seritien credible allegation of complianee such hatiall
performed the MDS assessments and identified atleged deficiencies cited have been or will be
inconsistencies i some of the residents’ corrected by ihe dates indicated
assessments and care plans. The Administrator P remain i c.f:arzpir:fz‘rl.:'e with all Fea'erlal and Siard
tated the DON leted dits of regubations, ihis facility bas foken or will fake the
fe ﬁ ts{? reon rdc;m;gfreie s?;:f:dumi;s?ra’tcr actions set forth in the following Plan of Carreciion.
siden ' r. )
H .
“:’ere”:;;?::’Lidt%‘zas&?c‘;xngn&?;Jdeg:rd_?he : L.~ continue to meet no less than quarterly to review any
Administrator stated a plan should have béen areas of concern brought to the committey’s attention
- In addition, the committee will impleme i
formulated by the QA Committee to perform S i P]emtm a review
schedule beginning in September to ensufe all areas

are reviewed systematically and regularly.

3. Drate of Completion: 9/20/2010
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| STATEMENT OF GEFIGIENCIES (%) PROVIDERISUPPLIER/CLIA X2y MULTIPLE GORSTRUGTION {x3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BURDHNG
: B, WiNG
, 185340 _ 08122010
RAME OF PROVIDER GR SUPFLIER STREET ADDRESS, GITY, STATE. 2P GODE
720 WESTWOOD ST.
GLASGOW HEALTH & REHABILITATION CENTER
GLASGOW, KY 42141
(%4 10 SUMMARY STATEMENT OF DEFICIENCIES 12} PROVIDER'S PLAN OF CORRECTION {x8)
FREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 520 | Continued From page 43 F 820

assessments to detarmine the accuracy of the
previous assessmant The DON stated the
facility had not implemented an action plan to
audit ali the resident assessments and care
plans,
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STATEMENT OF DEFICIENCIES X4} ?RD\HDERI&UF?’LIERI{%&L‘\ {X2] MULTIPLE CONSTRUCTION (X3} SSLESEU;\’EVDE‘!’
AND PLAN OF CORRECTION IGENTIFICATION NUMBER: 4 BUILDING 1 - MAIN BUILDING 01
186340 B. WING 081012010

NAME OF PROVIDER OR SUPFLIER
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STREET ADDRESS, CITY, STATE, 2P CODE
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GLASGOW, KY 42144

- Smoke barriers are constructed to provide at
least a one half hour fire resistance rating in

" accordance with 8.3. Smoke barriers may
:terminate at an atrium wall. Windows are

' protected by fire-rated glazing o by wired glass
panels and stes} frames. A minirium of two
_separate compartments are provided on gach
fioor. Dampers are not required in duct

i penetrations of smoke barriers in fuily ducted

" heating, ventiating, and alr conditioning systems.
19.3.7.3,19.3.7.5, 18.1.6.3, 19.1.6.4

This STANDARD is not met as evidenced by

Rased on sbsarvation and interview, the facility

failed to utilize proper access doors and properly
“seal the firefsmoke wall assembly in the attic
"area. This deficient practice affected six (6] of
“seven {7} smoke compartments, staff, and alt of
‘the residents. The faciiity has the capadity for B8

“beds with & census of 82 on the day of the
SUIVeY. '

The findings include:

X&)y D SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAY %ﬁrfgwﬁgggi?l?ﬂ“ae Cmﬁféﬂf’”
PREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX c é%%%ﬁ*ﬂ%‘gggggg 'E"g *?o e AROPRIATE el

TAG REGUIATORY OR LSC IDENTIFYING INFORMATICN) TAG CEFICIENGY)

K 000 INITIAL GOMMENTS K000 |
; Thiz plan of correction is prepured and executed
: o hacouse it is required by the provisions of State and
A life s_afeiy code survey was initizted and_ Federal Law and not because Glasgow Health and

concluded on August 10, 2010, for compliance Rekhabilitation Facility agrees with the citations noteld
L with Title 42, Code of Federat Requlations, on ifte peges of thiy Stafement of Deficiencies.
. §48370. The facility was fou nd not fo be in (_}:,"a‘sgf.vw Health and Rehabilitation Fucility maintains
N g ; thatt the olleged deficiancies do nor jeapardize if
ety Code, & 7 JEIE 28 A

. Gom phapcp with NFPA 1071 Life Safety health and safety of the residents, nor are they of suck
12000 Edition. character so as 1o fimit our capabiliny (o render
[ . acleguate care. :
Deficiencies were cited with the highest deficiency . Please accepd this Plun of Correction as the facilin s
' dentified at "F" level. w;z’iren'} credible allegation of compliance such thaf a
: Heged deficiendies cited have been or will be
: DARD K 025 alleg 7 J¢ ¥ ar Wil be

W 025 : NFPA 101 LIFE SAFETY CODE STANDA corrected by the dotes indicaied, :

SS=F | To remain in compliance with all Federal and State

regulaiions, this facilin: has saken or will take the
actions sel furth in the follewing Plan of Correctian.,

K-025

. All Fire compartment doors were ¢losed in

the aftic area 8/11/2010.

!\)

dirzctor to identify other breachss

barrier walls. The Maintenance dirkctor will
check to see it the ductwork in the httic area

contains fire/smoke dampers.

3. Four fire doors in the attic area havie been

identified to be replaced. Estimates
received for-the four fire doors, §/1
All fire doors will be replaced, unsd
penetrations will be sealed: the top
smoke barrier near rm.#14, along w
large hole in the wall will be replac
sealed, and the gap around the duct
near rm# 114 by 9/20:2010. All othe
penstrations will be addressed znd 4

Am inspection of all attic space arehs was
performed 8/11/2010 by the Maintenance

n the fire

were
12010,
aled

of the

ith a

ed and
ork

r

eated per

S B) GATE
LABORATORY DIRECTCOR'S OR PROVIDER/SUPPUER AEPRESENTATVE'S SIGNATURE e i

Any deficiency stmement ehding with an astarisk {* denotes a gefidency which the ingilulion musy e axcused f;t:;\ carre:;:?;é; plrav?dlgg ﬁdlf_ jz;e;rg;;nfgx éf;i;
cther safe i fHigisn i i Ses instruttions.) Excapt for pursing homes, the findings siated Anove dra i = ¥
ather safeguards provide suficient pratection o the patients. {Ses ing , i ; e B B e eneable 1
i ing th ay whet? & : crertion fs provided. For mursing homss, the above findings and plane of corre sisss
ioliowing the date of survay wheter or not & plan of correrhon I§ provies warsing ) 3% ans of cortection a Jenosey e
days frz%?a;ziﬁg she dats Hase gocumerts srs mads avaiiabie fo the faciity. If deficisnciss are ciied, an soproved pian of correction i requisite 1o contirssd

program padicipation,

Ewenit 12 GAELGZ “aniiy {3 100034 ¥ sondnuntion sheel Page tTof 14
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STATEMENT OF DEFICIENGIES
AND PLAR GF CORRECTION

(X1} PROVIDERISUPPLIERICLLE
IDENTIFICATION NUMBER:

185340

o) MULTIPLE CONSTRUCTION £409) DATE BURVEY
o COMPLETED
A BULDHG 04 . MAIN BLILDING 0F
B, WING .
GR/M10/2010

URAME OF PROVIDER O SUPPLIER

GLASGOW HEALTH & REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, 2 CODE
220 WESTWOOD 5T,
GLASGOW, KY 421414

b

Reference: NFPA 101 (2000 Edtion).

| in accordance with Section 8.3 and shall have =
| fire resistance rating of not less than 12 hour,

| 8.3.2" Continuity

During the Life Safety Code survey on August 10,
2010, at 11:25 a.m., with the Diractor of
Maintenance, the affic above the cross comridor
doors at room 128 was observed to have an
unapproved wooden make shift door in the
fire/smoke barrier wall. The door had been lefi
open. Unsealed penetrations of wirng were also
observed in the fire/smoke barrier wall,
Fire/smoka bamier walis must have proper
access doors and penetrations must be filled with
a suitable material to praevent the passage of fire
and smoke in a fire situation. An inferview with
the Director of Maintenance revealed outside
telephone and heatfair contraciors must have
done tie damage fo the fire/smoke barrier wal
and feft the access door open about two weeks
priof.

During the survey five other accass doors were
noted to be left open or missing. The fop of the
smoke harrier wall was missing near room 14
along with a large hole in the wall. A gap arcund
ductwork was observed near room 114, An
interview on August 10, 2010, at 12:00p.m.,
revealed the Director of Maintenance was not
aware if the ductwork in the attic area contained
fire/smoke dampers. The Director of

Azintenance was not aware of or did not have
access to life safety requirements since being
with the facility for about a year and a half,

19.3.7.3
A‘?} reguired smoks bamer shall be constructad

H
i

(%41 1D SUMMARY STATEMENT CF DEFIGIENCIES ) PROVIDER'S PLAN OF CORRECTION (e
PREFD (EACH DEFIGIERCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE ! COMPLETION
TAG REGULATORY OR LSC IDERTIFYING INFORBATION) TAG CROSS-REFERENCED TC THE APPROPRIATE DATE
DEFIGIENTY)
K Q25! Continued From page 1 K025

This plar of correction is prepared and execmied
becaise it Is required by the provisions of Siate and
Federal Law and ot hecanse Glasgow Health and
Rehahiltation Facility agrees with the citations noted
oit the pages of this Statemanm of Defieienciey.
Glasgow Health and Rehabijiiaion Facility maimiains
that ihe alleged d@jf{ leneies do aot jeopardize the
health and safery of the residents, nor are they of sud
characier so as to limit our capobility 10 reder
adequate core.

Flease aceepi this Plan of Correction as the Jacikin
writien credible allegation of compliance such that a
alfeged deficlencies cited have boen or will be
correcied by the dates indicateqd,

To remain in compliance with el Federat and Siare
reguiaiions, this Jacilify has ieken or wiil take the
aetions set forth in the jollowing Plaw of Correction,

-

NFPA standards as encounfered. Estimates
for the four fire doors were received and
doors ordered. Fire doors received 9/7/2010
The facility has also ordered replapement
NFPA Life Safety Manual for the
Maintenance director.

4. Facility Maintenance director will visually
inspect all attic areas Weekly X 4, ithen
monthly {o ensure that all smoke/fire doors
are closed and that no new penetralions in
the smoke/fire barriers exist. Maintenance
directer will also perform follow-up visual
inspections of the attic areas potengially
affected by contractors performin glwork in
the attic space areas. The i inspectiop resuits
will be recorded in the “Fire/Smoke barrier”
fog. Those areas identified will be
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G | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF SORRECTION £X5)
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i
K 025 | Continued From page 2 . K025

Srnoke barriers requined by thiz Code shall b é’“{m piaj af correcion is prepared and execited
confinuous from an cutside wali to an outside /ii:htj; ?:;imq; sred by the provisions of State and

watl, from a floor to a fioor, or from a smoke Beheb diomon ;Eanjj; gl (f{“}:'gf‘;" fewlth and
barrier to a smoke barrier of a combination on the pages of this 'szag;é;}f :)}‘rDetﬁ]iI::: 'fci?mnom
therecf. Such barriers shall be continuous through Casgow Health and Rehabr’fﬁ‘m!ianlFacz'[f:f;';a;ﬂm i
all concealed spaces, such as those found above ;hf",”’* alieged deficienctes do ni jevpardize e
a ceiling, including interstitial spaces. :;figx‘zid;”ﬁ 1 of the resigents. nor are they of such

adayuaie C‘(if:y fo linii owr capakility to render

8.3.61 Please accept this Plan of Correcti e
Pipes, conduits, bus ducts, cables, wires, aif writfen cre:ﬁh[e c:.’.!eg.;ig};(‘;;’rcrz;:;;t;;:je”:euﬁhrf‘m:y E/f
ducts, pneumnatic fubes and ducts, and similar C_‘”f-’gﬁ’d deficiencies ciled have been or vill be e
building sarvice equipment that pass through f;f":‘“”“?‘ by the dutes indicated
sogars and smoke barriers shall be protected as welmiﬁgﬁf"riﬁ”}apiﬁfﬁ;‘;’ﬁ, ;’;’i’;ﬁff:ﬁi’;zfd ;izfm
ollows: wctions ser forth i the followis Pl s e
(1) The space between the penetrating tern and Jorth in the following Pian of Corvecion
the smoke barrier shall meet one of the following immediately repaired by the Maint
conditions: _ director / desienee. All inf aimignance
a It shall be filled with a material that is capable presented to ﬂb ity Ao will be
of maintaining the smoke resistance of the smoke Committee ¢ Quality Assurance
barrier. . s C mmittee for discussion,
b. It shall be protected by an approved device - Completion date: § 97207201
that is designed for the specific purpose.
(2) Where the penefrating tem uses a sleeve to
penetrate the smoke barrier, the sieeve shall be
solidly set in the smoke barrier, and the space
between the item and the sieeve shall meet one
of the following conditions:
a |t shaii be filed with a material that is capable |
of maintaining the smoke resistance of the smoke |
barrier,
b. it shall be protected by an approved device
that is designed for the specific purpose.
(3) Where designs take transmission of vibration :
into consideration, any vibration isolation shall ' .
meet one of the foliowing cornditicns:
a It shall be made on efther side of the smoke ;
barrier.
b, It shali be made by an approved devioe that is!

| designed for the specific purpose. i

H H !
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(X4} 1D SUMMARY STATEMENT (OF DEFICIENGIES Hal PROVIDER'S PLAN OF CORRECTION L
PREFIX (EACH CEFICIENGY $UST BE PRECEDED BY FULL PREFIX [EACH CORRECTIVE AGTION BHOULD BE } COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) A 7Y I CROSS-REFERENCED TO THE APPROPRIATE ¢ AT
) DEFICIENCY) .
K 025 | Continued From page 3 K 025
This plan of correstion is prepared and execied
Beoquse it s reguired by e provisions of Stae and
) . Federal Law and rot because Glasgrw Health and
Reference: NFPA30a (1999 Edition). Rehabiliiotion. Facility agrees with the citarions nowed
) on the pages of this Statement of Deficizncies.
347 Maintenance. Glusgow Health and Rehabililetion Facility maintaips
At igast every 4 years, fusible links (where that the alleged deficiencies do rot jeopardize the
applicable) shall be removed; all dampers shali - health and safely of the residerits, aor are they of sudh,
be operated to verity that they fully close; the : characier so ax o et cur capability (o vender
N . . ’ nelequaie care,
latch, if {.)J‘D\Ildéd, shall be chegked, Please accept tis Plon of Corveclion as the facifify "lr
and moving parts shall be lubricated as writien credible ailegation of compliance swek that dil
necessary. aiteged deficiencies cited have been or will he
K 029 | NFPA 101 LIFE SAFETY CODE STANDARD K 028 corrected by the dates indicated.
SS=E : To remain in compliance with all Federal and Skite
- ) . i3 i regulations, Yis ficility hay taken or will ke the
One hour fire rated construction (with % ?}Our o actions set forih in the following Plan af Correction,
fire-rated doors) or an approved automatic fire i
extinguishing system in accordance with 8.4.1 K . 029 :
and/or 19.3.5.4 protects t.ﬁazardp us areas. when i 1. Al doors identified as needing sef closures
the approved automatic fire extinguishing system | g S )
L ! ) ; will have seif-closures installed by
option is used, the areas are separated from ‘ S /1772010 ’
pther spaces by smoke resisting partitions and : 5 ,\ o .-'l' o dit was verf d byt
doors. Doors are selfclosing and non-rated of £ Aned ity audit was per f’”f‘f yte
feld-applied protective plates that do not exceed | Maintenance Director &/ l.?f‘.(}}.() W0 lde.nti‘ry
48 inches fom the botiom of the door are : other doors in nead of self-closing devices.
permitted  19.3.2.1 . 3. All doors will be inspected montlly io
| ensure that self closures are instaljed and
’ ; working properly.
: 4. Alt doors will be inspected monthly to
: ensute that self closures are installed and
, ! working properly. These audits wili become
This STANDARD is not met as evidenced by ’ : part of the guarterly review by the facility
Eased on chservation and inferview, the taciiity QA Committee.
; failed {c ensure that hazardous area doc_nrs were ! i’ 3, Completion date: 9/17720G1(
equipped with a self-ciosing device. This ;
deficient practice affected five () of seven (73 i
srmoks compartmants, staff, and approvimately
Hifty (50) residents. The facility has the capacily
for B8 bedls with a census of 82 on the day of the
survey,
FOIRKS CMS-ZEETIIE-88) Pravious Versions Otaclels Evert 10 GEOG21 Faciliy 107 100514 It spntinuation sheat Page 4 of 14
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ANMD PLAK OF CORRECTION

(X1} PROVIDER/SUPPLIER/CLIA
INENTIFICATION NUKBER:
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The findings include:

During the Life Safety Code tour on August 10,
2010, at 12:30 p.m., with the Director of
Malntenance, a corridor door io the Sciled Linen
room was observed nat o have a door closing
device. Door closing devices are required on
doors to rooms deemed fo be a hazardous area.
An inferview reveated the Director of Maintenance
was unsure which rooms were considered
hazardaus that wottd require a door ciosing
device. During the survey other rooms observed
needing door closing devices included but were
not limited t6 the oxygen storage room, Oakiawn
supply room, Sprinkler room, and fhe Medical
Recaords room.

Reference: NFPA 101 (2000 Edition).

18.3.2.1 Hazardous Areas.

Any hazardous areas shall be safeguarded by a
fire barrier having a 1-hour fire resistance rating
or shall be provided with an automatic
extinguishing system in accordance with 8.4.1.
The aufomatic extinguishing shall be permitted to
be in accordance with 19.3.5.4, Where the
sprinkier option is used, the areas shall be
separated from other spaces by smoke-resisting
partitions and doors. The doors shall be
seif-closing or autormnatic-closing. Hazardous
areas shall include, but shall not be restricted to,
the following:

(1} Boiler and fuel-fired heater rooms
(2} Central/buik laundries larger than 100 ft2 (8.3
i)
{3} Faintshops

{4) Fepair shops

|(5) Soiled linen rooms
- (8) Trash collection rooms

{4y 1D SURMBERY STATEMENT OF DEFICIERCIES [£3) PROVIDER'S PLAM OF CORRECTIOR (X&)
PREFIX {EAGH GEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE LENATLETION
TAS REGULATORY OR LSG IDENTIEYING INFORMATION) T CROSS REFERERCED TO THE APPROPRIATE DaTE
] DEFIGIENTY)
¥ 0281 Continued From page 4 K 028
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDIGAID SERVICES

STATEMENT OF DEFICIENCIES X1 PﬁOVEDﬁWS%PFLFER;{:Lm (X2 MULTIPLE CONSTRUCTHIN (X3 gg;% L&‘g)TRE\;EY
: ; MBER;
ANTIPLAN OF CORRECTION IDENTIFICATION N A BUILLRG 01 - MAIN BUILDING 01 - 3
_ 185340 B. WING - 08/10/2010
MARE OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE. Zif CODE
' 220 WESTWOOD §T.
GLASGOW HEALTH & REHABILITATION CENTER CLASGOW, KY 42141
i .
%44 SUMMARY STATEMENT OF DEFIGIERCIES ia] : PROVIDER'S PLAN UF}QRREL,TJM g
S (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH GORRECTIVE ACTICN SHOULD BE SO ETION
TAG RESULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE
DEFICIERLY)
K 029 | Continued From paga 5 K 0629
This plan of correciion is prepared and execided
{7y Rooms or spaces larger ;han 50 fiz (d; B m2}, because i is reguired By the provisions of St and
including repair shops, used for storage o Fedgrat Law and not becawse Glasgow Heafih and
combustible supplies and equipment in quantities Rehabiliction Facility agrees with the citalions nored
deemed hazardous by the authority having on the pages of this Statement of Deficiencies. :
jurisdiction f}:;:i\b;ml if]fm{r;:;nd Rahabzgmnm ‘-au!::;'n.a;:fums'_
¥ i3 & =5 Ts
{8} Laboratories employing flammable or hal i Hrafgﬂé lc:'C;emfé'i 0 ot Jeapa ;{1 e
fities less than health awd safery of the residents, nar are they of such
combustibie materials in quan characier 5o as fo nit our capabiliiy 1o render
those that would be considered a severe hazard, adequate care.
Exception: Doors in rated enclosures shall be Please accept this Plan of Correction as the faciling’s
permltted to have nonrated, fackory- or w;nﬁzerr crrcadz.{v!e qffz'ggtJUri of cromp.fianc*e‘sinch that aff
field-applied protective plates extending not more | olleged deficiencies cited have been or swill be
th 48 | 122 cm) above the bottorn of the i carrvected by 1he dates indicated.
an o ( i Toremain in compliance with afl Federal and Stale
door, U regwiaiions. this facilivy has aken or will wke the
actions ser farth in the following Plan of Corveciion:
183.6.3.4
Door-closing devices shall not be required on K - 052
doors in corridor wall opengsbother than those : 1. The areas identified during the suryey
serving required exits, smoke barriers, of process were found to be caused by a
enclosures of veriical openings and hazardous programming problem and were cdirected
areds. by Comstar Systems, 9/2/2010.
K 052 | NFPA 101 LIFE SAFETY CODE STANDARD K 0b2 2. The Comstar company performed 4
§5=F o _ complete check of the facility fire system
A fire alarm system required for fife safety i1s and found no other areas of concers
| installed, tested, and maintained in accordance 9212010 § }
iomal Electrical Code and NFPA -
with NFPA 70 Nation : 3. The Comstar company re- m~:.erv:ced the
72. The system has an approved maintenance Maintenance director 9-2-2010 as th the
and {esting program complying with applicable ; .GL iy r" Peem2l - g
requirements of NFPA 70 and 72.  9.6.1.4 changes mace m Ihe system and ¢
: that the systemn was working prop [
, NFPA standards.

4, The Comstar company will con[mue o
perform  inspections of the system and will
certify that the system is performing as to
NFPA standards. Quarterly fire aladm test
will continue by the Maintenance director
and any mzlfunctions m the system wiil be

ROIFA ChB-2587i02-B8) Previous Versions Obsolste Evard 10 B2 Fasilify 0 100514 i continuation shest Page G of 14
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trouble conditions. The Director of Maintenance
was unsure why the fire alarm system would nat |
remain sienced. R

Raeference: NFPA 72 {1989 Edition).

3963
All door hold-open release and integral door

release and ciosure devices usad for release ]

STATEMENT GF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (%3] MULTIPLE CONSTRUCTION (X3} DATE SURVEY
ARND PLAX OF CORRECTION ENTIFICATION NUMBER: COMPLETED
A BULDING 01 - MAIN BUILDING 01
| | 165340 NG 08/10/2010
NAME (F PROVIDER OR SUPFPLER STREET ADDRESS, GITY, §TATE, ZIP CODE
220 WESTWOOD 5T,
GLASGOW REALTH & REHABILITATION CENTER GLASGOW, KY 42141
K& D SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN OF CORRECTION x5
PREFIX | (EACH DEFICIERCY MURT BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE AGTION SHOULD 8E COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFPRIATE OATE
i DEFICIENCY)
4
K 052 : Continued From page 8 K 052
Fhis plon of correciion is prepared and execied
This STANDARD is not met as evidenced by: hfctcfuse it 15 reguired by the provisions of Siate and
: Based on observaton and interview, the facility Federal Law and not hecause Ulasgow Health and
‘ failed to ensure the building fire alarm system fj};gb’!”“m” Faciliny agreeswith the citations noled
. ; ’ . ¢ ¢ pages of this Statement of Deficiencies.
functioned as required by NFPA standards. This Glasgow Health and Rehabilitarion Facility maintains
' deficient practice affected seven (7) of seven (7) that the alieged daficiencies do nt jeapardize the
smoke compartments, staff, and all of the health and safery of the residents, woe are they of suck
residenta. The facility has the capacity for 68 ‘:ﬁ"{; fg:;’“;frs‘fw limil our capability o render
beds with a census of 62 on the day of the Please accepi this Plan of Corvection as the facitity s
SuTvey. writien credible allegation of compliance such that a
alleged deficizncies ciled have beer or will be
The findings incude: correciad by the dates indicared.
) To remain in complianee with oll Federal and Stare
During the Life Safety Code tour on August 10, at regulutions, this facility has iaken or will take rhe
205 p_rﬁ., with the Director of Maintenance, a test actions e Jorth in the foliowing Plan of Carrection.
of the facility fire alarm system revealed the fire L ) N
doors would close when the alarm was activated : reported immediately fo the facilif
as required but the fire doors could be reset fo the ! Administrator and to the Comstar company
open position while the system was still showing . fﬁ” immediate repairs.
trauble conditions. The alarm wouid reactivate in R ‘:-Omp]@ﬁloﬂ date: ’ 9/2/2010
a short period of time after the fire alarm was
silenced. This condition was caused by staff not
being able to operate the fire alarm system
correctly or by the fire alarm system itself. The
| fire alarm systemn should remain silenced to
" ensure staff can communicate what actions need
to be taken in case of an emergency. An
| interview reveaied the Director of Maintenance
. was not awara the fire doors should not be able (o
- be resef while the fire alarm system was showing

i
;
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protected in accordance with N‘EEA gg,
Standards for Health Care Facilities.,

(ay Oxygen storage locations of greater than
3.000 cu.f. are enclosed by a one-hour
separation,

i ter than
(b} Locations for supply systems qf grea
3,000 cu.ft, are vented to the outside. NFPA 99
43112 18324

This STANDARD is not met as evidenced b}f:
Rased on observation and interview, the facility
failed to ensure that axygen cylinders were stor_ed
according to NFPA standards. This deficient
practice affecied one (1) of seven {7} smoke
compartments, staff and appmxlmat;ly ten (10)
residents. The facility has the capacity for 68
hads with a census of 82 on the day of the

SUMVEY.
The findings nclude:

During the Life Safety Code tour on August 14,

Medical gas storage and administration areas are :

2010, 2t 12:15 p.m., with the Director of

“writien credible altegation of compliance such that afl |

— B (X3) DATE SURVEY
STATEMENT OF DEFICIENGIES (41} PROVIDER/SUPPLIERICLA (%2) MULTIPLE CONSTRULCTION COMPLETED
AND PLAN OF CORRECTION [BERTIFICATION NUMBER: A BUILDING 01 - MAIK BUILDING g1
‘ B. WING
185240 V - . 08/10/2010
- . RESS, CITY, STATE, ZIF CODE
E OF PROVIDER OR SUPPLIER STREET ADDRESS,
NAKE OF PROVIDER O 230 WESTWOOD ST,
GLASGOW MEALTH & REHABILITATION CENTER CLASGOW, KY 42141
WVIDER'S PLAN OF CORREGTION (%5}
49 | SUSAMARY STATEMENT OF DEFICIENCIES L 'F:ggﬂggﬁﬁﬂ‘fﬁ ACTION SHOULR BE GOMPLETION
ey {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX o R T O APROPRATE ey
R HEGULATORY OR LSC IDENTIEYING INFORMATION) DEFICIENCY)
) . : K 052
K052 E Continued From page T ) N This plan of correction is prepared and executed
! setvice shall be monitored for integnty In because it is required by the provisions of State and
accordance with 3-8.2, Federal Laow and not because Glasgow Health and
Rehabiitiation Faciline agress wih the citations noved |
; L on the pages of this Statement of Deficiencies,
1-548 Aiarm‘ ngna'l Dea%h}if&;]tlcﬁ sion wher Glasgow Heaith and Rehobilitation Facilin: maingins
A means that is left in the "off” posil : | that the alleged deficiencies do not jeapardize the
{here is no alarm shall operate an audible ouble health awd sefety of e residents, nor are they of such
‘ signal untl the means is restored {o nofmat. ; characier so as (o fmit our copabilisg ro render
ODE STANDARD K O78] adeguate care :
K 076 | NFPA 101 LIFE BAF ETYC Flease accepi this Plar of Correction as the fucitin's
58=D

alleged deficiencies cited have been or will be
carrected by the dates indicated,

T remain in complionce with all Federal and Stare
regulacions, this Jiacility has taken or silf 1ake the
actions sei fortk in the Jollowing Plan of Correction.

1. The combustibles were removed from the
oxygen storage roomn by the Maintegance |
Director, 8/11/2010.

2. No other areas for storage of facilityl E-size
cylinder tanks are used in the facility.

3. Facility stafl will be in-serviced by the DON
9/10/2010 as to the proper storage of
Osygen E-size cylinders within the facility
in relation to combustibles,

4. Facility DON/ ADON wil monitor the
Oxvgen storage roem weekly X 4, EH;:n
menthly to ensure that the room remdins free
of combustibies and any problems ndted wilt
be reported to QA Committee for review.

5. Completion date: 8/10/2010
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